Sweet's syndrome or acute febrile neutrophilic dermatosis is characterized by tender polymorphous skin lesions, accompanied by fever and peripheral neutrophilia. Although it may be seen at any age, it most commonly occurs in women in the fourth and fifth decade. It is a relatively rare diagnosis in children. We report a 1-year-old boy with Sweet's syndrome following an upper respiratory tract infection.
around 1 week prior to onset of lesions. There was no history of diarrhea, pain abdomen, loss of weight and appetite, night sweats, recurrent infections or bleeding tendencies. He had been given azithromycin for 3 days before presenting to us. He was febrile (101°F) at the time of presentation. There were multiple, well-defined, erythematous, edematous, shiny plaques of size 1 cm × 1-4 cm × 4 cm on the scalp, cheeks [ Figure 1 ], and both feet. Systemic examination was unremarkable.
Investigations showed leukocytosis (white blood cells count = 15000), with neutrophilia (82%). Hb was 9 g/dl. Platelet count was within normal range. The peripheral blood smear revealed mild microcytic hypochromic anemia, but no atypical cells/blasts. Erythrocyte sedimentation rate was raised, C-reactive protein was positive and Antistreptolysin O was negative. Urine routine examination was within the normal limits. His chest X-ray and ultrasound abdomen were normal. Histopathology revealed edema of the papillary dermis along along with dense neutrophilic infiltration [ Figure 2 ]. Based on the clinical and laboratory findings, diagnosis of Sweet's syndrome was established, and he was started on oral prednisolone (1 mg/kg). There was a rapid response with flattening of lesions [ Figure 3 ] within a week. Prednisolone was tapered gradually over the next 8 weeks and then stopped.
DISCUSSION

INTRODUCTION
S weet's syndrome or acute febrile neutrophilic dermatosis is characterized by fever, blood and tissue neutrophilia, leading to the development of tender, erythematous skin lesions with presence of abundant mature neutrophils on histopathology. [1] It presents in three clinical settings:
representing a hypersensitivity reaction to preceding infection • Malignancy-associated ("para-neoplastic") Sweet's syndrome (in children usually associated with acute myelogenous leukemia) • And less frequently as an adverse drug reaction, sometimes in connection with certain underlying diseases (drug-induced Sweet's syndrome). [2] Irrespective of the cause it shows prompt response to systemic corticosteroids.
Sweet's syndrome is rarely diagnosed in children. [3] 
CASE REPORT
A 1-year-old male child presented with 15 days history of fever and red raised skin lesions on both cheeks, scalp and extremities. There was a history of sore throat the literature, most of them being in adults. It is a relatively rare pediatric diagnosis, with fewer than 70 cases reported in the literature. [3] Pediatric cases account for approximately 5% of all cases. [4] In adults, there is an overall female preponderance with a female: male ratio of approximately 4:1, [5] whereas in the pediatric population, equal sex distribution has been reported but with a male predominance in children younger than 3 years. [3, 4, 6] Pediatric cases have an average age of onset of 5 years. [6] The youngest reported patient developed lesions at 10 days of age. [7] Compared with adult disease, pediatric cases are less frequently associated with malignancy and are more likely postinfectious. [8] In the literature, it has been described that cases occurring under the age of 3 years had a male predominance and no association with malignancy, whereas cases over the age of 3 years had an equal sex distribution and were strongly associated with myeloid line hematologic malignancies. [6] The exact pathogenesis of Sweet's syndrome is still unknown, but it has been suggested that it results from a hypersensitivity reaction to a bacterial, viral or tumor antigen. Most patients have a febrile upper respiratory tract infection (URTI) that precedes their skin lesions by 1-3 weeks. [9] In our patient, there was a history of sore throat 1 week before the onset of skin lesions and thus URTI was the most likely cause. Investigations to find out other causes were noncontributory. However in a significant group of patients, including children, the syndrome either accompanies or precedes the development of myelogenous leukemia. [10] Therefore, it is important to keep the possibility of Sweet's syndrome in children presenting with a febrile papulo-nodular or nodulo-plaque lesions. A thorough search for causes should be done and after confirming the diagnosis, investigations to rule out underlying malignancy is warranted. 
